DISABILITY BUSINESS OVERHEAD EXPENSE QUESTIONNAIRE
	Name:
	     

	Address:
	

	
	

	Phone:
	

	Occupation/Specialty:
	     

	

	Date of birth:
	     
	 FORMCHECKBOX 
M      FORMCHECKBOX 
F

	Smoker:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	

	Incorporated:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	Monthly overhead (not including doctor’s income):
	$
	     


Current Overhead Expense Insurance Coverage

	Monthly benefit:
	$
	     

	Elimination period (days):
	 FORMCHECKBOX 
30      FORMCHECKBOX 
60      FORMCHECKBOX 
90      FORMCHECKBOX 
180

	Benefit period:
	 FORMCHECKBOX 
12 months      FORMCHECKBOX 
15 months     FORMCHECKBOX 
24 months

	
	

	Supplemental Benefits
	

	Future income option:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	Residual (Partial):
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	
	

	Remarks:
	     

	
	     


Please return your completed form by e-mail to agency@phyins.com, or to the following address or fax number:
[image: image1.png]Please return to:
Physicians Insurancs Agency
1730 Minor Averue. Suite. 1800
‘Seatie, WA 98101

Fax: (206) 3437100

r PHYSICIANS
-~ INSURANCE
AGENCY

AWholly O Sbsidryof
Py lnsroce A Mot Company




Document5 4/28/2008

